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The treatment of chronic pain
Program of the Community Hospital
Rehabilitation Center for Pain
Karl L. Manders, M D *

After approximately three years' experience, the use of multiple modality treatment
appears to be the most advantageous for
individuals who have not responded satisfactorily to routine medical and surgical
treatment. Alleviation of pain, discontinuance of narcotic medication, and return to
both social and vocational activities has
been accomplished in most patients of this
center for the treatment of chronic pain.

c

HRONIC pain has remained on enigma
for physicians since time immemorial. It has
plagued not only the physician and the
surgeon, but the psychologist, social worker,
and all those individuals who are concerned
with care of the disabled person.''^
Recently we began a new approach that
promises pain ridden individualssome hope
for a more normal type of existence. A
program for the treatment of chronic pain
has been initiated atthe Rehabilitation Center of Community Hospital in Indianapolis,
Indiana. TheCenter utilizes new psychological and surgical techniques as well as older
approaches which for one reason or another
have not been pursued in recent times. The
most unusual aspect of the program is the
useof multiple modality treatments. In some
instances, certain aspects are emphasized
more than others, thus tailoring the program
to the patients' particular needs.

Types of patients
We are primarily interested in those people who have chronic benign pain and who
have already exhausted the routine medical
and surgical treatment. The goals of the
program are freedom or reduction of pain,
elimination of dependence on drugs, and
the return to both social and vocational
activities.
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Methadone reduction program is initiated, if
deemed necessary by our consulting pharmacologist. At the completion of the program, all patients have been detoxified and
are receiving at most only Tylenol for remaining discomfort.

During a careful screening process at our
office, the patients are seen individually,
their history and findings reviewed, and a
program outlined. In all cases, the diagnosis
will have been established and no occult
difficulty should exist. If this premise is not
met, then admission to the more active acute
area of the hospital would be recommended.
Only after the problem has been reasonably
solved do we proceed w i t h the pain
program.

Behavior m o d i f i c a t i o n strongly discourages pain expressions such as frowning,
moaning and postural contortions. If the
patients persist in exhibiting pain behavior,
they are made aware of this, although usually simply ignoring the expression is sufficient. A trained social service worker with a
strong background in psychology is an integral part of a pain program. Insights are
developed into the relationship of the patient to his or her own family as well as to
vocational and social adjustments. Unless
the family is brought into the program, the
rate of recidivism will be extremely high.
Vocational rehabilitation, counselling and
the active commitment to help the individual return to some type of productive job
are emphasized.

It is our contention that chronic pain in
itself is a disease syndrome. It is not simply
acute pain which has persisted for an unreasonable length of time. The initiating pain
insult, over a period of time, disposes to a
pain tension anxiety cycle which in turn
implicates a variety of further pathological
conditions. Unnatural postures which become habit lead to muscle contractures,
immobility, bedrest, braces, crutches and
more pain. Deconditioning, sleep problems,
family problems, and an entire panorama of
psycho-physiological abnormality may be
involved.

Physiological therapy
Treatment modalities

Physiological modalities are an integral
part of the program. Transcutaneous nerve
stimulation is attempted on all patients and
about two thirds of them derive some benefit. The application of the stimulation technique must be performed by trained
individuals and an explanation of the process to the patient is mandatory. It may take
days before satisfactory relief with stimulation takes place.

The treatment modalities, multiple in nature, include physical and recreational
therapy. Ambulation, stationary bicycle riding, swimnastics, f l e x i o n exercises, and
therapeutic massage are encouraged by the
staff. Also, peer pressure is placed on the
patient by his companions, The use of bedrest is discouraged and the program is planned to keepthe patient active throughout the
day. Individuals in the program wear their
o w n c o m f o r t a b l e c l o t h i n g and maintain
their own specific schedule as outlined for
them at the b e g i n n i n g of their hospitalization.

Facilities are available for the use of percutaneous peripheral nerve stimulation and
surgical implantation. Implantation of dorsal
column stimulation either surgically or percutaneously is utilized. However we have
found as a program becomes more established, the use of a surgical approach becomes less necessary. Our experience shows
that it is unnecessary to perform any destructive neurosurgical procedures for pain relief.

The medication program is a vital factor.
Previous medications taken by the individual are offered only at specific times
during the day. Narcotics and tranquillizers
are gradually withdrawn and occasionally a
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c h r o n i c pain
Facet rhizotomy for back and leg pain,
especially in an individual who has not
received multiple operative procedures, is
also maintained. It is a valuable adjunct in
the treatment of patients whose d ifficulty I ies
in the joint rather than in disc disability

tant one and very satisfying in the overall
management. Educational lectures to the
patient by the medical director, psychologist, the nursing staff, the dietitian, recreational therapist and pharmacist complete the
well-rounded program.

Epidural and local blocks p e r f o r m e d
under anesthesia are helpful in cases of
postoperative arachnoiditis. This is of value
for radicular pain rather than back pain.
Results with ourtechnique approach 70% of
partial to complete relief.

We stress to the pain patient a very strong
relationship between mental and emotional
states and the physiological responses of the
body. Thus, this type of program becomes a
blend of western scientific approach with a
touch of eastern mysticism. It is importantto
note that what seems like black magic to us is
curative in certain eastern and African cultures. The converse is also true.

Biofeedback t r a i n i n g , p r i m a r i l y electromyographic and thermal in nature, is used
extensively. This is nothing more than a tool
which aids the patient in learning to modify
and control physiological functions and
states of mind that he believed were not
subject to voluntary control. With this device, we teach the patient that he does have
some control over his own body He then
realizes that he has the power to create his
own self image of a healthy body rather than
a sick one. We find that most pain patients
actually envision themselves as being ill and
tend to recreate this image through their
behavior and through their family's reactions. Autogenic techniques are also used in
teaching muscle relaxation.

Discharge follow-up
The pain program at the Community Hospital Rehabilitation Center extends usually
for four to six weeks for each participant. At
or near completion, the primary nurse, social worker, vocational rehabilitation counselor, and other involved members of the
staff set up a unified coordinated program for
the return of the patient to his family If the
patient is successful in the program, he is
granted a diploma. It is surprising how this
reward is sought after!
The goals that the patient and the professional staff of the center had agreed upon are
reinforced f o l l o w i n g discharge. A Pain
A l u m n i O r g a n i z a t i o n has already been
formed; it meets about every three months at
the hospital. Thus, we establish both an
informal and formal support system for the
patient. Our efforts include intensification of
exercises and relaxation, reinforcement and
maintenance of drug withdrawal, evaluation
of the patient with the family and their
relationships, s u p p o r t i n g the physical
therapy aspects at home with review of the
proper techniques of exercising, and being
able to answer the questions asked by the
patients and family.

Psychological therapy
Group workshops for discussion of pain
and pain behavior and assertiveness training
are carried out by the staff. The pain psychologist utilizes the Minnesota Multiphasic Personality Inventory test as a routine screening
guide for the staff and to reveal the more
obvious psychiatric problems that would not
do well in a pain center setting.
Individual and group discussions are held
with the psychologist concerning problems
associated with chronic pain. Feelings toward pain and the response to family and job
because of disability are investigated. Most
patients voluntarily state that they consider
this part of the program an extremely impor-

We have f o u n d that, a l t h o u g h c o m prehension and intelligence are of great
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importance, stressing the physical approach
is sufficient many times to obtain a good
result. We have had several patients who
could neither read nor write and yet have
been quite successful in their goals. Failure
to follow the psychological and social recomendations after patients leave the center
will result in poor pain control. The family
doctor who fails to read our weekly staffing
reports, and places the patient back on
tranquillizers and narcotics, remains a problem. Likewise, further consultation with
other specialists, further surgery further
organic explorations result in poor control of
pain and patient.

Our patient's ages range from the early
20's into the 70's. However, patients who
are 65 to 70 and older, especially physiologically older, do not do as well.

Results and summary
The results demonstrate that all of our
patients have reduced or eliminated prescription pain therapy and all have markedly increased m o b i l i t y and exercise
tolerance. No patient admitted with any type
of supports, such as crutches or braces, has
needed them at the completion of the program. In a recent survey of over 200 patients,
85% of them are successful in cessation of
further medical care for pain. Only 25%
have returned to work. This is really not a
disastrousfigure since noneof these patients
were working at the time that they were
admitted to the pain center. Return to social
activities is gained by most of the graduates.
In summary, the Pain Rehabilitation Center is entering its third year of operation with
clinical results that have justified the initial
optimism at the timeof founding. We intend
to continue our contemporary approach for
the comprehensive treatment of pain, and
maintain that only through a m u l t i p l e
modality treatment can any reasonable final
solution be obtained.

Where secondary gains, legal or monetary, are obvious we have a policy not to
accept the patient until the civil litigation suit
has been settled.
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